Twenty four patients with ankylosing spondylitis of 10 or more years' duration were assessed for evidence of cardiac disease. Seven patients (29%) had evidence of cardiac disease, including one patient with a pericardial effusion, three with conduction abnormalities, and two with aortic incompetence. Aortic incompetence in one patient was cinically silent and was detected only with Doppler echocardiography. This patient had, in addition, thickening of the posterior aortic wail, an echocardiographic feature not previously described in ankylosing spondylitis.
Ankylosing spondylitis is a chronic inflammatory disease, affecting predominantly young men, with a predilection for the sacroiliac joints and spine. Cardiac abnormalities are well recognised. The most important lesions are aortic valve incompetence and heart block. ' Other lesions include mitral insufficiency,2 3 pericarditis,4 and cardiomyopathy.5 The development of non-invasive cardiac imaging techniques, particularly Doppler echocardiography, gives increased sensitivity in the detection of valvular regurgitation.6 7 We evaluated a group of patients with ankylosing spondylitis using M mode, two dimensional, and Doppler echocardiography, looking for evidence of cardiac abnormalities and in particular for evidence of early aortic valve disease. Electrocardiograms and echocardiograms were read blindly at the end of the study by an independent observer. Student's t test and Fisher's exact probability test were used to assess whether there was an association between the clinical features of patients with ankylosing spondylitis and the presence of cardiac abnormalities.
Results
There were 18 men and six women in each group. Table 1 Table 4 compares the clinical features of patients with ankylosing spondylitis who had a cardiac abnormality with those who did not. Twenty nine per cent of the patients with ankylosing spondylitis had a cardiac abnormality. Analysis of the results showed that those with a cardiac abnormality were older, had longer disease duration, and more peripheral disease; however, the results were not statistically significant. There was no significant difference between those with a cardiac abnormality and the presence of uveitis or restriction of chest or lumbar movements compared with those without.
Discussion
The reported occurrence of clinical aortic incompetence in ankylosing spondylitis varies in reported series of patients with ankylosing spondylitis from 1 to 10%.4 9 10 In early aortic valve disease a murmur is not always audible and it therefore seems likely that the true prevalence is higher than this.6 7 In our study two of 24 patients had evidence of aortic incompetence detected by Doppler echocardiography. This was clinically inaudible in one patient. This patient had, in addition to mild aortic incompetence, evidence of posterior aortic wall thickening, a feature which has not been previously reported in ankylosing spondylitis. Bulkey and Roberts, in a pathological study of eight patients with ankylosing spondylitis and aortic incompetence," found that the aortic valve cusps and the aorta immediately behind and above the sinuses of valsalva were thickened, the latter by dense adventitial scar tissue and fibrous proliferation. In each patient the scar tissue in the root of the aorta extended below the base of the valve to produce a subaortic fibrous ridge. This feature has been described echocardiographically and is known as a subaortic bump. 12 We found no evidence of a ridge in our study; however, it seems likely that the thickening of the posterior aortic wall in our patient with aortic incompetence represents flbrous thickening, a result of aortitis, and is therefore part of the disease spectrum of ankylosing spondylitis. Aortic regurgitation itself does not produce aortic root thickening.
Previous studies12-'4 using two dimensional and M mode echocardiography have looked for evidence of early aortic valve disease. Thomas Doppler echocardiography is useful in the assessment of cardiovascular disease in patients with ankylosing spondylitis and may detect the presence of asymptomatic aortic incompetence. Further studies using this technique are required to detine more clearly the occurrence, natural history, and prognosis of aortic valve disease in ankylosing spondylitis.
